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PRESENTATION 

• The global policy shift 

• The SA situation 

• Dilemmas 

• Any best practices 



The global policy shift 



Before 2010: Individual 

approach 

2010: Public health 

approach 

2016: Public 

health approach 

  

 

 

 

 

 

 

 

National or local authorities 

recommend the most 

appropriate feeding 

method …with extended 

NVP/ART 

 

 

 

 

 

 

 

 

Harmonisation 

between HIV+ and 

HIV- mothers in 

context ART 



2016 Guideline Update 

• 2 recommendations 

• 2 guiding practice statements 



In settings where BF and ART is recommended:  

For how long should an HIV+ mother breastfeed?  

Recommendation 1 

• at least 12 months and  

• may continue breastfeeding for up to 24 months or longer 
(similar to the general population)  

• while being fully supported for ART adherence   
(Strong recommendation; Quality of evidence: up to 12 m – Low; to 24 m – Very low) 

 

Framing statement: In settings where lifelong ART is provided / supported 
(including adherence counselling) & breastfeeding is promoted / supported, 

the duration of breastfeeding should not be restricted.  

See WHO consolidated guidelines for interventions to optimize adherence 



Why? 

• ART very effective at reducing MTCT risk 

• Poor ART adherence carries a risk of MTCT 

• Longer breastfeeding (BF) durations benefits  mother 
and infant: survival benefits are maximal 0-12 
months 

• Harmonizing facilitates implementation & reduces 
stigma 



Breastfeeding Saves Lives 
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Not breastfeeding was associated with 2 to 4-fold 

increases in uninfected child mortality at all ages to 18 

months in ZEBS 

RR=3.6 

RR=2.0 

RR=3.5 

RR=4.2 

Slide courtesy of Assoc. Prof Louise Kuhn, 5Gertrude H. Sergievsky Center, 
Columbia University  



Adverse effects of abstinence from breastfeeding are 

greater in programs than in clinical trials 
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Mechanisms by which breastfeeding 

protects against death   
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Programmatic issues  

• Recommendation is permissive: does not 
obligate BF duration  

• Optimise ART adherence and retention!!! 

• Optimise viral suppression 

• Need:  

– clear messages (and accurate data) for health 
workers and communities 

– updated guidance on timing of HIV testing 



Infant feeding support for mothers living with HIV 

Recommendation 2 
National and local health authorities should:  
• actively coordinate and implement services in 

health facilities and activities in workplaces, 
communities and homes  

• to protect, promote and support breastfeeding 
among women living with HIV 

 
(Strong recommendation; high quality of evidence) 



Experiences with Supporting Exclusive IF 

– Moderate support:  

 Nairobi: Nduati 

– 70% compliance in FF group 

– 95% compliance in BF group at 3m and 23% at 24m 

 EBF: 62% EBF at 3 m and 9% at 6m  

 Cato Manor: 75% EBF rate – clinic based breastfeeding counsellors 

– Good support: 

 Rural KZN: >70% EBF rates - home-based PC 

 Mexico: 67% EBF rate – home based PC 

 Bangladesh: 79% EBF rate – home based PC 

 Peru and Bolivia: 70% EBF in general population – population-based interventions 

 Zambia: 85% at 3-4months 

 Soweto: good support – 100% compliance to EFF 



Is EBF possible? Duration of 

cumulative EBF 

81.90%

66.50%

40.10%

6 weeks ≥ 3 months 6 months

Median duration of 

EBF = 159 days 

Coovadia et al., Lancet, 2007 



3.7 
5.8 

40.3 

0.5 

3 

12.8 

2.5 
4.8 

29.2 

40 

1986 1991 1996 2003-2008

% Exclusive breastfeeding practice in Brazil 

0-3 months 4-6 months <6 months Trend EBF < 6mo

Sources : DHS 1986, 1991 & 1996; SOWC 2009 



Rationale 

• BF intervention studies show benefits of proactive 
support to increase EBF rates 

• Assume the same for improving safe replacement 
feeding practices 

• Facility and community activities are even more 
effective at increasing exclusive BF 

• It will be a win-win situation to improve  BF practices 
in general population 

• Supports long term health and development of HIV 
exposed infants 



Programmatic issues  

• Need a long term view re benefits rather than 
short-term MTCT view 

• Prioritisation and limited resources in an ART-
driven environment 

• Consider new goal of ‘HIV-free survival and 
development’ 



MIXED FEEDING? 

Guiding practice statement 1 

A guiding practice statement encourages action 
or clarify an issue of concern. It addresses an 
area of suboptimal practice and provides a 

contingency and guidance to health workers 



MIXED FEEDING? 

Guiding practice statement 1 

• Mothers living with HIV and healthcare workers can be 
reassured that ART reduces the risk of postnatal HIV 
transmission in the context of mixed feeding.  

• Although exclusive breastfeeding is recommended, 
practising mixed feeding is not a reason to stop 
breastfeeding in the presence of ARV drugs 

 
(Guiding practice statement in settings of sub-optimal practices) 



Why did ZEBS find no benefit for HIV-

free survival of stopping breastfeeding 

early? Mortality canceled out PMTCT   
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Rationale 

• While most studies promoted EBF, few measured 
EBF rates.  

• EBF in HEU assumed to be slightly better than 
general population 

• Transmission data from intervention studies did 
not disaggregate by EBF and MBF.  

• Should not be seen as an endorsement of mixed 
feeding 

 



Programmatic issues 

• Clear messages needed for health care 
workers and communities 

• Guidance needed on use of infant 
prophylaxis and BF as 
interim/contingency measure 



BF for <12 months? 

Guiding practice statement 2 

• Mothers living with HIV and healthcare workers 
can be reassured that shorter durations of 
breastfeeding less than 12 months are better 
than never initiating breastfeeding at all 

 
(Guiding practice statement in settings of sub-optimal practices) 



The SA situation 



 

FEEDING PRACTICES HIV POSITIVE WOMEN - 4-DAY RECALL DATA 
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4-8 WEEK 

EBF:  

HIV POS & 

NEG 

MOTHERS 

  2010 2011 2012 
  % [95% CI] % [95% CI] % [95% CI] 
Eastern 

Cape 
  

15.5 24.8 53.8 
[12.0,19.8] [21.0,29.1] [49.0,58.5] 

Free State 
  

16.1 33.3 53.3 
[14.1,18.2] [30.5,36.3] [48.7,57.9] 

Gauteng 
  

23.2 36.4 65.0 
[20.2,26.5] [31.6,41.6] [61.2,68.6] 

KZN 33.7 46.6 60.4 
[30.2,37.4] [43.0,50.2] [55.9,64.6] 

Limpopo 
  

19.5 21.3 47.9 
[16.1,23.4] [18.0,24.9] [43.0,52.8] 

Mpumalanga 
  

15.9 47.3 65 
[13.1,19.2] [41.2,53.5] [61.7,68.2] 

NC 22.1 30.9 61.7 
[18.8,25.8] [26.6,35.4] [57.4,65.9] 

Northwest 
  

24.3 30.4 65.4 
[20.7,28.2] [26.8,34.2] [60.6,69.8] 

WC 
  

17.9 36 54.9 
[15.3,20.8] [31.2,41.1] [49.8,59.8] 

South Africa* 
  

22.9 35.7 59.1 
[21.5,24.3] [33.9,37.6] [57.4,60.7] 



 



ART initiation criteria, South Africa, 2008-2015 

Feb 2008-Mar 2010 

  

Initiate ART if CD4 cell 

count ≤200 or stage IV 

disease 

 

 

 

(d4T + 3TC + NVP) 

Apr 2010 to Mar 2013 

  

Initiate ART if  WHO 

clinical stage III/IV or 

CD4 count ≤350/µl  

 

(TDF + 3TC(or FTC) + 

NVP OR  

AZT+ 3TC + NVP (if 

renal disease)  

  

Apr 2013 to date 

  

Initiate ART within 7 days for 

all pregnant and 

breastfeeding women, 

regardless of CD4 cell count 

or disease clinical stage 

  

TDF + FTC (or 3TC) + 

EFV/NVP 

or AZT+ 3TC + NVP (if renal 

disease) 

http://www.doh.gov.za/search.php?search=policy+guidelines&button=GOhttp://www.doh.gov.za/docs/policy/2
008/pmtct.pdf. Accessed 25August 2016 

 

http://www.doh.gov.za/search.php?search=policy+guidelines&button=GOhttp://www.doh.gov.za/docs/policy/2008/pmtct.pdf
http://www.doh.gov.za/search.php?search=policy+guidelines&button=GOhttp://www.doh.gov.za/docs/policy/2008/pmtct.pdf


ART UPTAKE AMONGST ELIGIBLES 

 

Chirinda and Singh. District Health Barometer, 2015/6 
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Partner 

logo 

% UPTAKE OF BREASTFEEDING, 

NEVIRAPINE, ART AND COTRIMOXAZOLE 
3 6 9 12 15 18 

Total 1804 1717 1680 1671 1694 1810 

MAT ART 51.8  

(52.3-58.4%)  

59.4  

(56.3-62.4).  

INF NVP 

 

65.2  

(61.6-68.9) 

3.0  

(2.2-3.4) 

BF 54  

(51.6-58.9) 

43  

(40.0-46.1)  

30.3  

(27.3-33.3)  

22.2  

(19.3-25.0)  

13.9 

(11.8-16.1)  

6.7  

(5.2-8.2) 

INF CTX 

amongst 

BF HEU 

87.1  

(82.7-91.6) 

80.3  

(74.2-86.4) 

67.8  

(59.8-75.9) 

61.4  

(50.9-71.8) 

7.7  

(37.9-68.8)  

11.2  

(35.1-81.7) 

 



RESULTS: MATERNAL ART ADHERENCE 
Cumulative adherence to ART until 18 months postpartum: 

63.6% (CI 60.9 – 66.2) 
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Adherence to ART among mothers from six weeks to 18 months postpartum

Larson, A, Magasana V and the SAPMTCTE Team.. Under review 

Non-

adherence: 

missing 

>5% doses 

within a 3 

month 

interval or 

stopping 

voluntarily 



RESULTS Factors associated with nonadherence to maternal ART 

 N=1322 MOTHERS Cox proportional hazard model  

Characteristic Unadjusted HR (95% CI) P value 
Adjust

edHR 
(95% CI) pvalue 

Mother 35+ years 1     1    Mother  

Mother 25 - 34 years  1.21 0.96 - 1.54 0.111 1.21 0.95 – 1.54 0.123 

Mother 16 - 24 years 1.93 1.46 - 2.53 0.000 1.87 1.42 – 2.47 0.000 

Hospital/clinic delivery 1     1     

 Home/other delivery 1.61 1.03 - 2.53 0.036 1.87 1.19 – 2.94 0.007 

CD4 test done and result received 1     1     

CD4 test not done 1.43 0.88 - 2.34 0.150 1.34 0.82 – 2.20 0.242 

CD4 test done, result not received 1.33 1.10 - 1.62 0.004 1.28 1.06 - 1.57 0.012 

Do not know if had CD4 test 2.56 1.73 - 3.80 0.000 2.15 1.44 – 3.20 0.000 

HIV status disclosed 1     1     

No disclosure 1.69 1.33 - 2.14 0.000 1.67 1.31 – 2.12 0.000 

Planned pregnancy 1     1     

UnPlanned pregnancy 1.25 1.04 - 1.51 0.017 1.18 0.98 – 1.42 0.082 

No response to planned or not 2.14 
0.30 - 

15.27 
0.448 2.54 0.35 – 18.28 0.356 

Initiated ART before delivery 1     1     

Initiated ART after delivery 1.66 1.36 - 2.03 0.000 1.61 1.31 – 1.96 0.000 

Don't know/Chose not to answer 1.15 0.83 - 1.59 0.404 1.14 0.82 – 1.58 0.425 



RESULTS: INFANT NVP ADHERENCE 
Cumulative adherence to NVP until 18 months postpartum was 75.6% (CI 68.3 – 81.4)  
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RESULTS Factors associated with nonadherence to infant NVP 

N=1231 infants Cox proportional hazard model  

Characteristic 
Unadjusted 

HR 
95% CI p-value 

Adjusted 

HR 
95% CI p-value 

Province             

Free State 1     1     

Limpopo 1.30 0.35 - 4.86 0.693 1.31 0.35 – 4.89 0.689 

Eastern Cape 2.97 1.01 - 8.68 0.047 2.97 1.01 – 8.73 0.048 

Northern Cape 5.27 1.92 - 14.44 0.001 5.16 1.86 – 14.28 0.002 

Gauteng 1.23 0.40 - 3.75 0.719 1.25 0.41 – 3.82 0.701 

KwaZulu Natal 1.97 0.68 - 5.66 0.210 2.02 0.70 – 5.85 0.192 

Mpumalanga 2.58 0.89 - 7.42 0.079 2.48 0.86 – 7.17 0.093 

Northwest 4.86 1.85 - 12.79 0.001 4.81 1.82 – 12.72 0.002 

Western Cape 4.28 1.48 - 12.32 0.007 3.95 1.37 – 11.41 0.011 

Maternal parity             

One child 1     1     

2-3 children 1.26 0.74 - 2.13 0.394 1.07 0.62 – 1.82 0.817 

4+ children 1.68 0.90 - 3.16 0.106 1.45 0.76 – 2.75 0.259 

Mother heard of PMTCT             

Yes 1     1     

No 1.76 1.01 - 3.06 0.044 1.70 0.96 – 3.00 0.068 

Mother knows partner’s HIV              

Yes 1     1     

No  1.48 0.98 - 2.24 0.061 1.46 0.97 – 2.21 0.072 



VIRAL SUPPRESSION IN SA 

• PLHIV: 45% (40-49%)* 

• Pregnant women: <50% DHIS/NHLS 

*UNAIDS DATA 2017. Available from: 

http://www.comminit.com/unaids/content/unaids-data-2017 

http://www.comminit.com/unaids/content/unaids-data-2017
http://www.comminit.com/unaids/content/unaids-data-2017
http://www.comminit.com/unaids/content/unaids-data-2017
http://www.comminit.com/unaids/content/unaids-data-2017
http://www.comminit.com/unaids/content/unaids-data-2017




 



Dilemmas 



Dilemmas 

Case 1 Case 2 Case 3 Case 4 Case 5 

Mum Stopped ART 
soon after 
delivery 

VL 5000 
copies/ml  

VL never 
done. Reports 
adherence 

VL never 
done. Reports 
adherence 

Mum 
diagnosed 
HIV+ when 
baby 
admitted to 
ICU 

Baby 7 months old 
Birth + 10-
week PCR 
neg 
Still BF 

3 months old 
Birth + 10-
week PCR neg 
Still EBF 

4 months old. 
Birth + 10 
week PCR neg. 
Mixed feeding 

5 months 
Birth and 10-
weeks PCR 
neg. Mixed 
feeding 

3 months old 
PCP 
pneumonia 
EBF 

Next steps? 



How to solve these dilemmas: 

Extended prophylaxis?? 

1% 1% 1% 1% 2% 3% 5% 
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Percentage of PW with HIV receiving most 
effective ARV regimens and new HIV 

infections in children  Both of these 

curves are 

reaching a 

plateau… 

Despite 

progress we 

have a way to 

go before the 

fast track target 

of 20,000 new 

infections 

Getting to elimination goals involves a multipronged effort 

which includes infant prophylaxis  



Any best practices? 



4-8 WEEK 

EBF:  

 

  2010 2011 2012 
  % [95% CI] % [95% CI] % [95% CI] 
NC 22.1 30.9 61.7 

[18.8,25.8] [26.6,35.4] [57.4,65.9] 



BEST PRACTICES 

• Nutrition leadership (Nutrition “champions”) / BF advocacy 

at all levels of care: provincial nutrition team to district + 

facilities with support  from allied health professionals 

• At facility level, IYCF and breastfeeding messages are 

visible for all to see, they are simple and consistent; 

• Regular and repeated IYCF training throughout the year 

for clinical and non- clinical staff 

• Strong functioning referral systems: hospitals-clinics and 

clinics-communities showcasing the value of instant 

messaging to fast track response times. 

 



Strengthen pre-conceptual, antenatal 

& postnatal care: 
BF + viral suppression in HIV positive women 

BF + re-testing in at risk HIV negative women 

 

– early HIV testing and  

– early ART initiation 

– viral load suppression 



Re-testing based on risk 

LDL 

Public 

Health 

Approach 

https://za.pinterest.com/pin/328481366543032692/


Re-testing 

based on risk 

LDL 

Public 

Health 

Approach 

Women in 

exceptional 

circumstances: 

 

• Unsuppressed 

VL 

• Failing 2nd line 

• Contraindication 

to breastfeeding 

(cancer) etc. 

• Weigh risks 

and benefits 

https://za.pinterest.com/pin/328481366543032692/


Re-testing based 

on risk 

LDL 

Public 

Health 

Approach 
Counselling and support for 

women in exceptional 

circumstances ±20-30% 

https://za.pinterest.com/pin/328481366543032692/


Post-Natal Prophylaxis – Survey Results 

COUNTRY 
DURATION OF 

PROPHYLAXIS 
REGIMEN OF PROPHYLAXIS 

Cote D'Ivoire 4 wks NVP for HIV-1, AZT for HIV -2 or mixed 

Angola, Cameroon 

Malawi, Mozambique 
6 wks NVP 

Uganda 12 wks NVP 

Tanzania 6 wks AZT /NVP 

Nigeria 6 wks NVP if VL<1,000; AZT/NVP for high risk infants 

Ethiopia 6 or 12 wks NVP, duration based on timing of diagnosis and Feeding method 

Kenya 12 wks 6 wks AZT/NVP PLUS 6 wks NVP 

Ghana 12 wks AZT/NVP 

South Africa, Zimbabwe 12 wks AZT/NVP  for high risk 

Zambia 

6 wks  AZT/ NVP for LOW RISK: Mother>12 wks on ART / COMPLICATED Mother on 

ART>12wks, home delivery, arrival at HF >72h 

12 wks AZT/NVP for HIGH RISK: Mother <12 wks on ART /VL>1,000/ Identified at 

delivery or during BF until infant’s final outcome:  

AZT/NVP if mother refuses ART 

USA (no BF) 
4 weeks 

6 weeks 

Low risk women 

High risk women – combination prophylaxis 



USA GUIDELINES OCT 2017 

Hypothetically, maternal ART may be less 

effective than infant prophylaxis if the 

maternal regimen is first started 

postpartum or late in pregnancy because 

it takes several weeks to months before 

full viral suppression in breast milk is 

achieved. 
https://aidsinfo.nih.gov/guidelines/html/3/perinatal/448/appendix-a--

review-of-clinical-trials-of-antiretroviral-interventions-to-prevent-

perinatal-hiv-transmission 



NICHD-HPTN 040/P1043 (NCT00099359): MUM’S 

WHO DID NOT RECEIVE ANTENATAL ARVS 

 • Standard 6 weeks AZT  

• 6 weeks AZT + 3 doses NVP in week 1 (first dose birth to 48 hours, 

second dose 48 hours after first dose, third dose 96 hours after 

second dose)  

• 6 weeks AZT +3TC+ nelfinavir given from birth-2 weeks 

 

 Dual- and triple-combination regimens reduced the risk of intrapartum 

transmission by approximately 50% compared with infant AZT alone 

 More hematologic toxicity with the triple regimen.  

 Based on these data, combination ARV prophylaxis  with the dual 

regimen is now recommended in the USA 

Nielsen-Saines K, Watts DH, Veloso VG, et al. Three postpartum antiretroviral 

regimens to prevent intrapartum HIV infection. N Engl J Med. 2012;366(25):2368-2379. 

Available at http://www.ncbi.nlm.nih.gov/pubmed/22716975 



PROMOTE; Uganda;45  

Breastfeeding  

 

• Compared 2 triple-ARV regimens; no CD4 restriction 

• ARVs started at 12–28 weeks’ gestation and continued through labor. 

Randomized regimen continued postpartum through 1 year of BF  

 

Arm 1: AZT/3TC/ LPV/r 

92.9% HIV-free survival 

 

Arm 2: AZT/3TC/EFV  

97.2% HIV-free survival 

 

P=0.1 

Only 2 of 374 liveborn infants acquired infection, both in the LPV/r arm. 

Cohan D et.al. AIDS. 2015;29(2):183-191. Available at 

http://www.ncbi.nlm.nih.gov/pubmed/25426808 



PROMISE; India, Malawi, South Africa, Tanzania, Uganda, Zambia, 

Zimbabwe;18 Breastfeeding and formula feeding (antepartum component)  

• Compared 2 ARV regimens during pregnancy among women >14 

weeks gestation and CD4 counts ≥350 cells/mm3  

• Arm 1: ZDV during pregnancy plus SD NVP plus TDF plus FTC at 

delivery. TDF/FTC tail continued for 6–14 days postpartum 

• Arm 2: ZDV plus 3TC plus LPV/r 

• Arm 3: TDF plus FTC plus LPV/r 

• Arms 2 and 3:  

Triple-drug regimen continued for 6–14 days postpartum 

• Infants received once-daily NVP for 6 weeks. 



PROMISE; India, Malawi, South Africa, Tanzania, Uganda, Zambia, 

Zimbabwe;18 Breastfeeding and formula feeding (antepartum component)  

Infant HIV Infection Rates by Age 14 Days  

 Arm 1: 1.8% (25/1,386): ZDV during pregnancy plus SD NVP plus 

 TDF plus FTC at delivery. TDF/FTC tail continued for 6–14 days postpartum 

  Arm 2: 0.5% (7/1,385): ZDV plus 3TC plus LPV/r 

  Arm 3: 0.6% (2/325): TDF plus FTC plus LPV/r 

 

• Combined triple-ARV arms vs. Arm 1 risk difference:  

   -1.28% (95% CI, -2.11% to -0.44%) 
 

Fowler NEJM 2016 



13 Sub-Saharan sites + India 

HIV+ women; CD4>350 

HEU child randomized at 6-

14 days to mART or iNVP 

until 18 months 

• 2341 mother-infant pairs 

• June 2011-Oct 2014 

• Median CD4 686 96% clinical stage 1 

• Median gestational age 39 weeks 

• Birth weight – 2.9kg 

• Maternal-infant characteristics similar per 

arm p=0.85 

 

• K-M estimates of (postnatal) MTCT at 6, 9, 

12 months 

• 0.3% (0.1-0.6) 

• 0.5% (0.2-0.8) 

• 0.6 (0.4-1.1) 

 

Age in 

months 
%PN MTCT – SA Data 

6 0.9%  

9 1.1%  

12 1.3%  



Summarizing ePNP 

recommendations 

FORMULA 

FEEDING 

BREAST 

FEEDING 

Birt

h 

AZT/NVP 

AZT/NVP 

AZT/NVP 

or 

NVP 

alone 

STOP 

STOP 

6 

wks 

12 

wks 

Initiate ART urgently in all pregnant and breastfeeding women even if 

they are identified late in pregnancy or postpartum: the most 

effective way to prevent MTCT is to reduce maternal VL. 



Dosing is tricky since clearance of AZT 

increases between birth and 6 weeks so the 

dose goes up 4-fold  

Infant age (and 

birthweight) 

Dosing 

of NVP 

Dosing 

of AZT 

0- 6 weeks 

BW 

2000−2499g 

10 mg once 

daily 

10 mg twice 

daily 

BW ≥ 2500g 
15 mg once 

daily 

15 mg twice 

daily 

6 to 12 weeks 
20 mg once 

daily 

60 mg twice 

daily 

Doses are for term infants >35 weeks gestation 



These recs are based on good evidence and 

we need ePNP, but we are making life 

complicated… 

Who is high risk and who is not? Assessing risk 

is difficult and time-consuming in busy delivery 

units 

Do you use two drugs or one drug from week 6 

to 12? It seems easier to use 2 drugs but the 

jump in AZT dose is challenging  

What type of formulations should you use to 

dose infants? Syrups are difficult to use and 

there is no FDC tablet for infant prophylaxis 

1 

2 

3 



Simplified approach to assessing risk at 

delivery 

High Risk Infants are born to women that... 

1 
Are identified as HIV positive in the 

postpartum period 

2 
Acquire HIV infection during pregnancy or 

breastfeeding 

3 

Where VL is available, have a VL>1,000 

copies/ml  at delivery or in the last 4 weeks  

of pregnancy 

4 
Where VL is not available, have been on ART 

for less than 4 weeks at delivery 

1 



Simplified approach risk assessment at delivery 1 
Assess AT 
DELIVERY 

Known HIV+ 
mother not on 

ART 

HIGH 
RISK 

Known HIV+ 
mother on 

ART 

 Is a VL result available 
from no more than <4 
weeks before delivery? 

YES: VL 
>1,000 

HIGH 
RISK 

YES: VL 
≤1,000 

LOW 
RISK 

NO 
Has mother been on 

ART for >4 weeks 
prior to delivery? 

YES 

LOW 
RISK 

NO 

HIGH 
RISK 

Mother newly 
identified as 

HIV+ within 72 
hours of delivery 

HIGH 
RISK 

Programmes should strongly consider introducing VL 

at 36 weeks ensuring that results are available  



One drug or two from week 6 to week 12? 

FORMULA 

FEEDING 

BREAST 

FEEDING 

Birth 

AZT/NVP 

AZT/NVP 
NVP 

alone 

STOP 

STOP 

6 

wks 

12 

wks 

• Evidence is better for NVP alone vs AZT/NVP 

• Rationale for using two drugs was to keep it simple AND 

maximise protection but AZT dose increases 4-fold… it 

is not so simple! 

2 



Using tablets and FDCs can make dosing easier  

Dosage forms 
Dose 0-6 weeks 

AZT and NVP 

Dose 6-12 weeks  

NVP only 

Syrups  

AZT 10mg/ml 

NVP 10mg/ml 

AZT  - 1.5ml twice 

daily NVP - 2ml once 

daily 
NVP - 1.5ml once daily 

Syrups and 

single drug 

tablets 

AZT 60mg 

NVP 50mg 

AZT - 1.5ml twice daily 
NVP - ½ tab 

once daily NVP -1.5ml once daily 

FDC 

AZT/3TC/NVP – 

60/30/50 mg 

¼ tab twice daily ─ 

FDCs and single 

drug tablets 
¼ tab twice daily 

NVP - ½ tab 

once daily 

3 



Problems solved! 

• Straightforward algorithm 

• Practical choice of prophylaxis that 

maximizes protection and optimizes 

feasibility   

• Dosing using dispersible tablets 



Not quite! 

What do we do if a woman is breastfeeding and 

identified after delivery?  

Maternal ART is the mainstay of protection, but 

what if a woman refuses ART? And what do you 

do if you know maternal adherence is poor while 

breastfeeding?  

4 

5 



What to do if mum refuses ART 

or if you know adherence is poor?  

5 

• Maternal VL suppression is key for preventing BF transmission, so if 
VL suppression is not certain, is it an option to continue 
prophylaxis (standard or ePNP) beyond the recommended period? 

• Guidance on infant feeding now promotes BF out to two years…a 
long time to maintain suppression! 

• No data, so no recommendation BUT infant prophylaxis may serve 
as a “back up” to prevent MTCT - similar to “Option A” 

• Could offer clinical providers the option to continue infant 
prophylaxis for specific scenarios 

• Continuation of prophylaxis should be seen as an interim measure  
while maternal adherence is improved 

• Many drugs could be used but NVP make most sense as well 
established 

 

 
 



Summary 

• Challenging to do ePNP, but necessary and 
possible 

• Mothers test late in ANC and in high prevalence 
settings a lot of women acquire HIV in pregnancy 
and breastfeeding – these two factors are key 
drivers of new infections 

• Retaining mothers on ART is the best way to 
prevent MTCT during BF – if retention is an issue, 
FIX IT don’t rely on ePNP to solve the problem!  



NEXT STEPS 
• Health systems strengthening: increase HCP resilience:  

• counsel, mentor and support health care personnel to 
implement adherence counselling, viral load monitoring 
and breastfeeding support at facility and community levels. 

• Planned pregnancy 
• Early ART initiation 
• Disclosure 

• Continued or initiation of infant dual prophylaxis if adherence 
is poor of VL is high.  
 

.  



NEXT STEPS 
Scalability:  
• Probably only feasible with district level support and in the 

context of ward based outreach teams and re-engineered 
primary health care, using routine systems.  

 

 
Discussion and thoughts??? 
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